State (82.1 percent of 574 settings located in counties with intermediate to high AIDS case rates) completed a survey about HIV and AIDS services, training needs, and barriers to care. Most of the sites served one to ten persons with HIV infection annually and had staff members who were trained in providing at least one HIV-related service. Nonetheless, 84 percent of the respondents reported unmet needs for training. The likelihood of providing certain services was significantly increased in sites that were in urban locations, primarily served clients with comorbid alcohol or other drug use disorders, lacked funds for providing condoms, had staff members who were trained in HIV and AIDS services, identified particular HIV training needs, believed clients needed condoms, and viewed HIV-related services as very important.
M ental health care providers now work with clients affected by HIV and AIDS and manage an array of HIV-related problems in their work with these clients. In New York City rates of HIV infection among hospitalized psychiatric patients vary from 4 to 23 percent (1) . In semirural New York State AIDS is a leading cause of death among young adults with psychotic illnesses (2); patients with comorbid alcohol or other drug use disorders have the highest rates. In some cases, HIV infection occurs in the course of a long-standing psychiatric illness; in others, HIV infection is followed by adjustment difficulties, depression, or neuropsychiatric complications (3) . At least 30 percent of all people with HIV require mental health services to treat emotional and cognitive sequelae of the infection (4) .
HIV falls uniquely within the purview of mental health care providers. It invades the brain early and can precipitate or alter the appearance of mental illness, and it is spread by unsafe behaviors that mental health care providers often are in the best position to address, along with legal and ethical issues such as duty to warn and duty to protect. In fact, HIV status now must be considered in assessments of a patient's dangerousness. Finally, adherence to complex antiretroviral regimens may depend on support or enhancement of cognitive and other skills.
Research findings have supported the effectiveness of a variety of services for prevention of HIV transmission and treatment of HIV-related illness. Cognitive-behavioral interventions to reduce risk have been shown to be efficacious with psychiatric outpatients (5) . The availability of condoms has been significantly associated with increased condom use (6) . Needle exchange and other harm-reduction programs have been shown to reduce the likelihood of new HIV infections (7). Early intervention with combination antiretroviral agents can prolong life and delay the onset of HIV-related illnesses.
Yet we do not know the extent to which front-line mental health care providers are prepared to supply these services. Even detecting infection is problematic-only 38 percent of infections were recognized across studies that addressed this issue (8) . Nor do we know whether certain threshold conditions must be present-for example, providers' having already treated a number of patients with AIDS-before services are viewed as necessary. Only one study, carried out in New York in 1994, has attempted to document HIV and AIDS preparedness in the mental health workforce, but a low response rate of 35 percent limited the generalizability of its results (9) .
We surveyed outpatient mental health care agencies in New York State about their HIV-related services to describe the specific services provided, the training already acquired by on-site staff and unmet needs for training, and barriers to service provision. We then developed a prediction model to identify determinants of HIV and AIDS service provision, expecting services to vary by regional AIDS case rate, general population density, the number of known AIDS cases within a treatment site, and the proportion of a site's clients with alcohol or other drug use disorders.
Methods
We selected licensed outpatient mental health treatment sites in counties with intermediate to high rates of AIDS cases to examine typical service delivery in settings where the need for HIV-related services might have already influenced providers. Counties with intermediate case rates have between 47.81 and 308 cases per 100,000 population, and those with high case rates have between 308.01 and 2,029.6 cases per 100,000 population (10). An initial listing of 609 eligible sites was obtained from the New York State Office of Mental Health's licensing bureau in 1997. Thirty-five sites (5.7 percent) had ceased operation before they received the survey, leaving 574 eligible sites. Directors or their designees of 471 sites, or 82.1 percent of the 574 sites, completed and returned the survey after up to three written reminders.
The survey comprised 22 items encompassing several domains. Site characteristics included population density, identified as rural, suburban, or urban; county AIDS case rates; and number of clients served per year. Client characteristics included the proportion with alcohol or other drug use disorders and the number with known HIV or AIDS treated at the site annually. Data on training needs included whether staff members had previous training in HIV test counseling or in any other HIV-related service and whether the site had current needs for training in providing particular HIV-related services.
Attitudes toward the importance of HIV-related services were also assessed. Respondents were asked whether the site provided a range of HIVrelated services, including risk assessment, risk reduction interventions, HIV-test counseling, antibody testing, and condom distribution. Respondents were also asked to describe specific barriers to providing HIV-related services.
Multiple logistic regression analyses were used to identify factors that increased the likelihood that HIV and AIDS services were provided. We first conducted chi square tests to examine differences between characteristics of sites that provided HIV-related services and identified barriers and those that did not. For chi square tests with significant results, we calculated unadjusted odds ratios; when the unadjusted odds ratios were significant, we calculated adjusted odds ratios to estimate the likelihood of service provision, simultaneously controlling for the effects of all other variables entered stepwise into the equation. Table 1 shows site characteristics and the distribution of HIV-related services provided. We found no significant differences between responding and nonresponding sites in county AIDS case rates. Of the responding sites, 398 sites, or 84.9 percent, were located in counties with high AIDS case rates, and 71, or 15.1 percent, were located in counties with intermediate AIDS case rates. A total of 284 of the responding sites, or 60.9 percent, were located in urban areas; 128 sites, or 27.5 percent, were located in suburban areas; and 54, or 11.6 percent, were located in rural areas. Adjusted odds ratios, 95 percent confidence intervals, and p values are presented for significant results.
Results
The likelihood of providing educational materials to clients was significantly increased when staff were trained in any other HIV-related service besides HIV test counseling (OR=6.92, CI=2.27 to 21.53, p=.007) and when sites lacked funds for condoms (OR=5.53, CI=1.56 to 19.60, p=.008).
The likelihood of conducting risk assessment was significantly increased when staff were trained in any other HIV-related service (OR= 2.27, CI=1.09 to 4.74, p=.03) and when condoms were viewed as being needed by clients (OR=2.46, CI=1.11 to 5.42, p=.03). Routine risk assessment was significantly more likely when staff were trained in any other HIV-related service (OR=3.17, CI= 1.24 to 8.08, p=.02).
HIV test counseling was nearly three times as likely when staff were trained to deliver this particular service (OR=2.96, CI=1.11 to 7.86, p=.03), when staff identified a need for this training (OR=2.52, CI=1.04 to 6.08, p=.04), and when HIV-related services were viewed as very important or essential (OR=10.39, CI= 2.66 to 40.62, p<.001). Antibody testing on site was more than three times as likely when staff had training in any other HIV-related service (OR=3.08, CI=1.20 to 7.89, p=.02).
The likelihood of a site conducting risk-reduction interventions was increased by more than fourfold when sites lacked funds for condoms (OR= 4.08, CI=1.37 to 12.14, p=.011).
The likelihood of providing support groups for HIV-positive clients was increased by more than 30-fold when sites were in urban areas (OR=30. than tenfold when the majority of clients had comorbid alcohol or other drug use disorders (OR=10.18, CI= 1.96 to 53.00, p=.006), and by more than 20-fold when sites identified a need for staff training in risk interviewing (OR=23.64, CI=4.04 to 138.52, p<.001).
Condom distribution was not significantly predicted by any of the factors we measured, but the likelihood that condoms were distributed anonymously was significantly increased, when the majority of clients had alcohol and other drug use disorders (OR=6.82, CI=1.34 to 6.80, p=.009) and when the need for risk-reduction training was identified (OR=3.08, CI=1.44 to 6.58, p=.004).
Contrary to our expectations, county AIDS case rate, annual numbers of clients served, and known HIV and AIDS cases did not predict provision of HIV-related services.
Discussion and conclusions
This survey represents one of the first attempts to describe the response of the outpatient mental health care system to the AIDS epidemic and to identify predictors of service provision. We found that 85 percent of sites had identified HIV-positive clients and that 70 percent viewed providing HIV-related services as very important or essential. When both these conditions were met, 75 percent of the sites were providing services beyond dispensing information. Having received HIV training, identifying unmet training needs, and viewing HIV-related services as very important each contributed to particular aspects of service provision.
Making educational materials available to clients was the HIV and AIDS service most often provided. Such materials are easily disseminated and often are free of charge. However, studies show that knowledge about HIV infection alone has little impact on enacting safer behaviors (6) .
Lacking funds for condoms resulted in an increased likelihood that educational materials and risk-reduction interventions were provided to clients, suggesting that a greater effort to reach clients may result from both increasing staff readiness and having little recourse to provide con- crete protection to clients in the form of condoms. Respondents at more than one-third of the sites believed there was no need to distribute condoms to clients. Nonetheless, risk-reduction interventions are unlikely to be effective if clients lack access to condoms, which are the most effective sexual risk-reduction tool. Many outpatients cannot afford to purchase them. Among the sites that provided condoms, the likelihood that they were distributed anonymously was significantly increased when a majority of the clients had alcohol or other drug use disorders and when a site identified the need for training in risk-reduction strategies. Anonymous condom distribution may be more likely to result in clients' having access to condoms than if they have to fill a prescription, ask clinicians, or purchase them.
HIV test counseling was predicted by staff's having received training to conduct it. We did not obtain enough detailed information to allow us to examine specificity effects on other services provided. Test counseling also was predicted by holding the view that HIV-related services are very important. This attitudinal measure did not predict provision of any other service; it is possible that once providers perceive a need for any HIV services among their clients, they first turn to New York's widely available free training programs that lead to certification as an HIV-test counselor.
The factor that predicted provision of the greatest number of HIV-related services was training. Providers who seek training may have greater motivation to offer services, but training also may increase motivation to provide services. Training increased the likelihood that risk assessment was done routinely. At sites where risk assessment was not routine, it was likely to be done only on the basis of clinicians' suspicion of risk, which may be highly subject to error, or after risk behavior became known to staff in some other fashion and perhaps too late for the patient to benefit from primary prevention interventions. In addition to encouraging routine risk assessment, training can increase the expertise with which a specific service is delivered.
Just under one-third of sites provided on-site HIV antibody testing. The presence of this service removes a potential barrier to clients' following through with referral to off-site testing, which usually requires travel and negotiation of a new system but may be preferred by clients with confidentiality concerns.
Contrary to our expectations, the only demographic predictor of service provision was urban setting. Even after controlling for AIDS case rate and number of known cases at a site, urban sites were more than 30 times as likely as suburban or rural sites to provide support groups for HIV-positive clients. Having a majority of clients with comorbid alcohol or other drug use disorders increased the likelihood of having an HIV-positive client support group.
We relied on program directors or their designees to complete the survey questionnaire and did not assess their motivation to do so or validate the accuracy of their knowledge about HIV and AIDS services within their sites. Programs with staff already committed to providing HIV-related services may have been more likely to complete and return the survey, although our high return rate (82.1 percent) and the lack of a significant difference in regional AIDS case rates between respondents and nonrespondents would reduce the likelihood of this response bias. To increase the completion rate, we asked only a limited number and range of questions. Other HIV-related programmingfor example, linkages to medical care-may have been in place or in development at these agencies. Future studies that examine the content of services as well as their impact on clients are needed in New York and other AIDS-endemic areas. o
